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Mimicking each other: psoriasis with tinea incognitoCase report
A girl aged 17 years presented at our clinic with a 12-year history of
psoriasis and a typical clinical presentation of psoriasis vulgaris.
During her ﬁrst visit, she had generalized erythematous papules
and plaques, except on her face, with silvery white, dry scales.
Lesions were oval and round in shape and were various sizes fol-
lowed with intensive pruritus. Besides these lesions, she had
several slightly different lesions on her legs, similar to psoriasis
but with less inﬁltration and fewer scales (Figure 1). She used
different topical steroid therapy intermittently from the beginning
of her disease, but she never used systemic therapy. In addition, she
had initial changes of psoriasis arthritis. Together with a rheumatol-
ogist, we decided to start systemic therapy consisting of predniso-
lone (initial dose: 0.75 mg/kg daily) and methotrexate (12.5 mgFigure 1 Psoriatic lesion on the legs.
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doi:10.1016/j.dsi.2011.09.020weekly). Topically, we proposed dexamethasone ointment. After 2
weeks, there was dramatic improvement in the psoriatic lesions,
but she had the appearance of different widespread lesions, which
resembled tinea andwere annular, reddish, and oval in shape,. They
were localized mostly on her legs, but they also appeared on her
arms and trunk (Figure 2). Diagnostic interventions were done.Figure 2 Tinea corporis on the legs.
Figure 3 Positive Periodic acid Schiff demonstrating branching fungal hyphae in the
stratum corneum (black arrows).
. Published by Elsevier Taiwan LLC. All rights reserved.
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Tinea corporis infection caused by Microsporum canis.
Discussion
We suspected tinea corporis in this patient and performed direct
microscopic examination and mycologic culture as well as biopsy
of the lesions. The biopsy was stained for periodic acid Schiff
(PAS), which was positive, demonstrating branching fungal hyphae
in the stratum corneum (Figure 3). Direct examination revealed
dermatophytic hyphae, and the fungus was deﬁned asMicrosporum
canis by culture. Because of the extended lesions, a combination of
oral and topical therapy was determined (ﬂuconazole 50 mg daily
and a topical miconazole cream). We stopped topical steroid
therapy for psoriasis, but the patient continued to use systemic
therapy with prednisolone and methotrexate. After 6 weeks of
oral and topical antimycotic treatment, a complete clinical resolu-
tion was observed.
Tinea corporis is a superﬁcial fungal infection of exposed
glabrous skin. The presence of dermatophytes in the stratum cor-
neum is associated with a local immune response that is clinically
characterized by erythema and scaling. The typical clinical presen-
tation is a polycyclic, annular erythema with a scaled edge and
central clearing.1 Tinea corporis can be caused by all known types
of dermatophytes: zoophilic, anthropophilic, and less frequently
by geophilic fungi. In Europe, the incidence of Microsporum canis
infections has considerably increased in recent years.2
Not all cases of tinea corporis reveal the characteristic features
described above; some of them may lack these features, and, in
other cases, tinea lesions can mimic other skin diseases (e.g., psori-
asis, pityriasis rosea, nummular eczema, granuloma annulare,
sarcoidosis, erythema chronicum migrans) and must be differenti-
ated from them.3 When the patient originally presented with
generalized typical psoriatic lesions, we assumed that all skin
lesions were the same. After she began systemic immunosuppres-
sive therapy, her psoriatic lesions dramatically improved, but she
concurrently developed widespread tinea. It is possible that the
patient originally presented with steroid modiﬁed tinea because
she had been using topical steroids for years, so the original diag-
nosis was incorrect.
Topical steroids can alter the clinical presentation of tinea by
their anti-inﬂammatory actions, and, in those situations, erythema
and scaling are decreased but the fungus is allowed to grow freely
without typical clinical signs of tinea, thus mimicking other skin
disorders.4,5 Clinical manifestations of tinea incognito are variable,
but the eczema-like manifestation is more prevalent. In the same
study, patients who had preexisting skin diseases made up
one-third of all cases, and mycotic infection was often mistaken
for previous disease and treated with corticosteroids.3–5
During the patient’s ﬁrst follow-up, we saw new widespread
changes and improved psoriatic lesions, so we suspected tinea.
We performed the necessary diagnostic tests, including performing
biopsy, andwas thus able tomake a diagnosis. Notwithstanding thesystemic therapy that was continued because of the patient’s
arthritis, she was clinically cured after 6 weeks of combined anti-
mycotic therapy.
Conclusion
Our case of widespread tinea corporis together with generalized
psoriasis vulgaris presented some peculiarities that related to the
simultaneous presence of two skin diseases of different origin
and two different needs for therapy. When presenting at the
same time, their clinical appearance may be similar, so they can
mimic each other. Tinea infection is a need-to-do differential diag-
nosis for psoriasis, especially in an endemic area. Dermatologists
must monitor patients on long-term topical corticosteroid therapy
in order to prevent possible cutaneous complications.
Misdiagnoses, wrong, or late diagnoses of tinea can represent
a practical, epidemiologic problem and may lead to associated
morbidity for the patient as well as for others who come into
contact with the patient.
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